SUMMARY Red cell free erythrocyte porphyrin and serum ferritin determinations were performed on capillary blood specimens from 63 healthy infants weighing 2500 g or less at birth, during the first week of life, and, from 44 of them, again at 8-10 weeks. Free erythrocyte porphyrin values were high both at 3-7 days (mean 156 ,ug/100 ml RBC) and at 8-10 weeks (mean 128 ,ug/100 ml RBC). The respective serum ferritin values were also high (mean 226 and 107 ng/ml), excluding a depletion in iron stores. In addition, no correlation was found between free erythrocyte porphyrin and serum ferritin values either at birth or at age 2 months. These findings are consistent with an earlier hypothesis that in the presence of iron stores, the rate of iron release from the stores in low birthweight infants may not be sufficient to maintain optimal erythropoiesis if the demand is accelerated.
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If iron incorporation into protoporphyrin IX is blocked, porphyrin will accumulate in the red blood cells (RBC). This may be caused by lack of the substrate in iron deficiency1-4 or by an enzymatic imbalance, as in congenital erythropoietic protoporphyria,2 or can be caused by a lead overload.5-7
Even at the latent stage, free erythrocyte porphyrin (FEP) is a sensitive indicator of iron deficiency. 4 The concentration of serum ferritin (SF) reflects the extent of iron stores in healthy infants as 
Results
Data on blood at birth are given in Table 1 and on blood at age 8-10 weeks in Table 2 The SF assay also requires a small volume of serum or plasma, which may be obtained from capillary samples.22 At birth SF values are particularly high owing to fairly laree iron stores'1 (and, perhaps, to the additional meW.:r_.ment of carcino-fetal isoferritins22).
In the first weeks of life iron from senescent RBC accumulates in stores"l 23 24 during the development of hyporegenerative anaemia, which in the preterm infant results in minimum values at age 2 months.'8 This stored iron is then utilised as soon as active erythropoiesis resumes.'4 SF values fluctuate in response to fluctuations in iron stores until age 6 months when the values stabilise. In infants and children aged between 6 months and 15 years, the normal SF range is 7 to 142 ng/ml.1" SF values below 7 ng/ml are present only in iron deficiency. ' In a previous study2' high neonatal FEP levels were found. There was no relationship between blood lead or haematocrit and increase in FEP. In contrast, serum iron values and transferrin saturation in infants with high FEP levels were significantly lower than those of normal infants. Thus it was suggested that a state of relative iron deficiency existed at birth. Nevertheless, no significant difference in SF values was found. These data however are scanty and need to be confirmed.
In the present study we have investigated FEP and SF values in a group of low birthweight infants during periods of stimulated erythropoiesis as shown by increased reticulocyte counts: at birth, when high fetal erythropoietic rate, although declining, is still present, and at age 2 months, when postnatal red cell production is resuming. Besides confirming raised FEP levels at birth, particularly in low birthweight infants,2' our findings showed high FEP values at 8-10 weeks. SF values taken at the same ages were also high and were similar to those of other reported series." 14 
